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K 029, NFPA 101 LIFE SAFETY CODE STANDARD K 02gj . Penetrations in Hall 3 mechanical room Zz
$8=D and_sonled finen room attic spaces, and Hall
. One hour fire rated construction (with % hour 2 soiled linen room attic space were repaired
' fire-rated doors) or an approved automatic fire | on October 22, 2012 by Facilities .
- extinguishing system in accordance with 8.4.1 | Management Assistant with 3M Fire Barrier
. and/or 19.3.5.4 protects hazardous areas. When Sealant, 4 hour rating.
. the approved automatic fire extinguishing system . .
option is used, the areas are separated from 2. All one hour firve rated constructlonﬁattlc
| other spaces by smoke resisting partitions and areas were evaluated on October 22-23,
doors. Doors are self-closing and non-rated or 2012 by the Facilities Management Assistant
field-applied protective plates that do not exceed to assure no penetrations were present. No

| 48 inches from the bottom of the door are other penetrations were identified.

permitted. 198.3.2.1 i

3. Facilities Management Director and
Facilities Management Assistant were
inserviced on October 23, 2012 by the

! Administrator regarding ensuring one hour
i This STANDARD is not met as evidenced by: fire rated construction is maintained in

| Based on observation, the facility failed to assure hazardous areas,

. one (1) hour fire rated construction is maintained
. in hazardous areas.

4. Fire rated construction areas are inspected !
I by the Facilities Management Director or |

' The findings include: Facilities Management Assistant immediately |
: following any repair or contract work in the !
. Observation on October 22, 2012 between the attic area, to assure no penetrations have ben |
i imes of 8:00 a.m. and 9:30 a.m. revealed made and not repaired. |
" penetratians in (1) hour fire rated construction in :
-hazardous areas in the following locations: Weekly inspections by the Facilities |
1. Hall 3 mechanical room. | Management Director or the Facilities |

2. Hall 3 soiled linen room | Management Assistant to assure no ;
3. Hall 2 soiled linen. ! penetrations have been made and not repaired

i will be made for one month, then once a
i month for two months and/or 100%
compliance,

. These findings were verified by the Maintenance
i Supervisor and acknowledged by the
I Administrator during the exit conference on
| October 22, 2012.
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD
$8=D !
| If there is an automatic sprinkler system, it is

|
Results obtained will be reported by the i
Facilities Management Director to the |
menthly Quality Assurance Performance
Improvement meetings for review and
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. This committee will determine if any
K056 | Continued From page 1 revisions are needed to the audit plan.
instalted in accordance with NFPA 13, Standard Quality Assurance Performance Improvement
for the Installation of Sprinkler Systems, to Committee consists of Administrator,
provide complete coverage for all portions of the Medical Director, Director of Nursing, and
building. The system is properly maintained in Assistant Director of Nursing, Human
accordance with NFPA 25, Standard for the Resources, Minimum Data Set Coordinator,
Inspection, Testing, and Maintenance of Treatment Nurse, Admissions Director,
Water-Based Fire Protection Systems. Itis fully Business Office Manager, Rehab Manager,
supervised. There is a reliable, adequate water Medical Records, Social Services, Facilities
supply for the system. Required sprinkler Management Director, Dietary Manager, and
systems are equipped with water flow and tamper Activity Director. Dietician and Pharmacist
switches, which are electrically connected to the reports are reviewed, and these consultants
building fire alarm system.  19.35 attend as needed.
Kost | Kos6 D Ji5ha.
).Shower curtains were dropped to 18” below
sprinkler heads in the ceniral baths on Halls 1
This STANDARD is not met as evidenced by: and 3 by Facilities Management Director on
Based on observation, the facility failed to assure October 23, 2012.
all areas were properly sprinklered.
Meshed shower curtains were ordered on
The findings include: October 23, 2012 by the Facilities
Management Director for use in all shower
Observation on October 22, 2012 between the areas.
times of 7:45 a.m. and 8:30 a.m. revealed that
the central bath's in hall 1 and hall 3, had shower 2. All shower curtains in each central bath
curtains that were not meshed and was an were evaluated by the Facilities !
obstruction for sprinkler coverage in that area. Management Director on October 23, 2012 to i!
. X |
These findings were verified by the Maintenance ::Z;r;;soec\)}i)fig;: I;L?: t?}frfgr:irr‘rll(é?}-lcs?l‘;:ﬁe '
Supervisor and acknowledged by the curtains. No other areas of concern were
Administrator during the exit conference on identified.
October 22, 2012,
3. Facilities Management Director and
Facilities Management Assistant were
inserviced on October 23, 2012 by the
Administrator regarding ensuring mesh
shower curtains are used in shower rooms to
allow sprinkler penetration.
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Further replacement or purchase of shower
curtains by Facilities Management Director
will be of mesh material to allow proper
sprinkler coverage in those areas.

4. Weekly inspections by the Facilities
Management Director or the Facilities
Management Assistant to assure mesh shower
curtains are in place in sprinkled areas of
shower rooms for ane month, then once a
meonth for two months and/or 100%
compliance.

Results obtained will be reported by the
Facilities Management Director to the
monthly Quality Assurance Performance
Improvement meetings for review and
recommendations.

This committee will determine if any
revisions are needed to the audit plan.
Quality Assurance Performance Improvement
Committee consists of Administrator,
Medical Director, Director of Nursing, and
Assistant Director of Nursing, Human
Resources, Minimum Data Set Coordinator,
Treatment Nurse, Admissions Director,
Business Office Manager, Rehab Manager,
Medical Records, Social Services, Facilities
Management Director, Dietary Manager, and
Activity Director. Dietician and Pharmacist
reports are reviewed, and these consultants
attend as needed.
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